Participants and procedure

23
Junior doctors and their patients were recruited from 20 GP practices within North West 24 England, UK. Doctors were recruited during their GP placement; patients (aged 18 years or 25 over) were recruited in the order that they attended consecutive appointments with 26 participating GPs. Participation was voluntary and informed written consent was sought.
27
Consultations were video-recorded; the camera was only directed at the doctors, no physical 
Measures
31
Patients completed a demographic questionnaire assessing age range, perceived health status, 32 and whether they had seen the doctor before. Doctors completed a demographic questionnaire 33 (assessing age, gender and ethnicity), a measure of adult attachment and a measure of EI.
Adult attachment was assessed using the 12-item Experiences in Close Relationships: Short 1 Form (ECR-SF) questionnaire [50] . Participants rate the extent to which each item describes 2 their feelings about close relationships (e.g. "I need a lot of reassurance that I am loved by 3 my partner") using a 7-point Likert scale. Responses produce two subscale scores, attachment 4 avoidance and attachment anxiety, which correspond to the two-dimensional model of adult 5 attachment [36] . Both subscales range from six to 42, with low scores indicating low levels of 6 attachment avoidance and/or attachment anxiety. The ECR-SF demonstrates acceptable 7 construct validity with the original ECR, and displays good internal consistency and six-8 month test-retest reliability [50] . We did not estimate the internal consistency of the ECR-SF 9 in this sample because our sample size did not exceed the minimum recommended sample 10 size for calculating Cronbach's alpha (REF)
11 EI was assessed using the Mayer-Salovey-Caruso Emotional Intelligence Test (MSCEIT)
12
[44], a 141-item ability-based measure of the perception, facilitation, understanding and 
Coding Cues and Concerns
21
The Verona Coding Definition of Emotional Sequences (VR-CoDES) [51], a well-validated 22 coding scheme, was used to code patients' utterances of emotional distress. The VR-CoDES 23 handbook defines a cue as "a verbal or non-verbal hint which suggests an underlying 24 unpleasant emotion and that lacks clarity", and a concern as "a clear and unambiguous 
Analysis
32
Cues and concerns were collapsed together (referred to as 'cues/concerns' from hereon in).
one-way ANOVAs were used as appropriate for preliminary data exploration. Relevant 1 patient-level and doctor-level variables were then transformed into dummy variables for 2 analysis. A series of multilevel models investigated the predictive value of both patient-level 3 and doctor-level variables on the outcome measure. As patients (Level 1) were grouped 4 within doctors (Level 2), the general framework of multilevel models was assumed where the 5 dependent variable(s) were assumed to follow a distribution belonging to the exponential 6 family. A two-level random intercept Poisson model was fitted, in which patients were 7 assumed to be random units sampled from the larger patient population. Doctors' unique 8 study numbers were used to account for clustering at the doctor level (equivalent to 9 incorporating a doctor-specific random effect into the modelling framework). Number of cues (SE = .16)), accounting for an additional 2.94% of the variance in cue/concern presentation between patients (calculated using proportionate change in log likelihood). To assess the 1 interaction between doctor-level characteristics and patients' presenting complaint, an 2 interaction variable was calculated for attachment avoidance, attachment anxiety and total EI 3 by multiplying each by the 'psychosocial' patient covariate. These interaction variables were 4 then entered collectively into Model 3 (Table 3) .
Attachment anxiety was significantly negatively associated with cue/concern presentation in 7 patients presenting with a physical health problem, with a decrease of .15 cues/concerns per 8 one unit increase in attachment anxiety (p = .00). There was no significant difference in effect 
Methodological Strengths, Considerations and Possible Limitations
21
The current study is the first to explore the relationships between attachment styles, EI and findings were theoretically-informed, the cross sectional nature of the study means that we 31 are unable to imply causation or directionality from the data. Finally, we were unable to 32 adjust models for consultation time because we did not have accurate information recorded 1 (some doctors turned off the cameras prior to physical examinations). As a recommendation 2 for future research, we would suggest that consultation time is accurately recorded, thereby 3 permitting control for this factor in statistical analyses. 
Practice Implications
11
Further research should focus on investigating how these two variables interact and 12 influence both provider responses and patient outcomes, drawing from larger and more would allow for students to be aware of the influence of their attachment styles prior to 5 interacting clinically with patients or simulated patients, and also provide students with the 6 maximum opportunity to develop EI-related skills prior to graduation. [15] Epstein R, Hundert E. Defining and assessing professional competence. JAMA. intelligence and stress in medical students performing surgical tasks. Acad Med.
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